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| Interview, with CNA 2 at the east nursing station

?DTG revealed ihe resident wag at high risk for
alls. '

Medical record review of the care plan dated April
28, 2010 revealad a problem addressing the risk
for falls with the intervention of ™...4/20/10...Have
walleer with it casy rezch for transfers and
ambulation, Reguires extensive assist ¢ 2 (by
two) with ambulation and transfers..."

Review of the facility document, Nurse Aide
Information Sheet, updated Apiil 20, 2010
revealed the resident required ".. transfer: gait
belt...2 assist...stands with extensive assist..."
Further review revesled *...ambulation: 2
assist.,.gait belt...RW (rolling watker)..."

Medical record review, of the Post Fall Nursing
Assessment/Progress Nofe dated July 13, 2010
at 7:30 a.m., revealed the *...Resident was being
transterred from bed {o chair, buckled (resident)
knees then had o he lowsred o floor by staff..”
Furiher review revaaled the Cerlified Nurse
Assistant (CNA) #1 and #2 were present during
the event.

Interview, with CNA #1 at the east nursing station
on September 29, 2010 af 7:50 a.m., revealed
CNA 31 was the only staff member assisting the
resident during the transfer from the bed when
the resident’s knees gave out and was lowerad {o
the mat. Further interview revealed CNA #1
called far assistance and CNA #2 enfered the
room {6 assist followed later by Licensed Practical
Nurse (LPN) #1. Further inferview confirmad the
rasident required extensive assistance with wo
plue person assistance for transfers.

monitored to ensure the
deficient practice will not
recur. The Dircetor of
Mursing, Assistant Director of
MNursing, Qualify Assurance
Nurse, Unit managers, and
Designees will review and
update as necessary the
resident care cards on a
weekly, and as necessary basis
ta ensure the care cards are
pconsistent wilh care provider
orders and resident care needs
and prefercnces. A sample fen
percent of the in house
resident census will be audited

on a weekly basis to ensurc
accuracy of the care cards and
that the assigned nursing staff
members are knowledgcable
of the residents care card
contents, needs, desires, and
preferences, These audits will
commence on October 15th
and will continue to be
completed every week for 4
conscculive weeks, 1hen
monthly for 3 months, and
repotted to the Quality
Assurance. Action will be
taken for any arcas of
noncompliance.
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on September 22, 2010 at 7:50 a.m., confirmad
CNA #2 was not present during fhe event.
Further interview aonfirmed CNA #2 entered the
room and saw he resident with their inees on ihe
mat,

Interview, on September 29, 2010 a 8:20 am. in
the Board Room, with the Regioenal Compilance
Nurse confirmead the resident required exiensive
assistarica with fwo pardon physical assistance
with transfers and ambulation after reviewing the
cara plan and the Nurse Alde Information Sheet,
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